An elderly woman with chronic ulcerative colitis who developed proximal muscle weakness, increased serum creatine phosphokinase activity, and histological and electromyographic abnormalities characteristic of polymyositis is described. Treatment with corticosteroids and 5-acetylsalicylic acid was followed by a remission in bowel symptoms, improvement in muscle power, and reversal of electromyographic changes. An autoimmune link between the two disorders seems likely. (Gut 1993; 34: 567-569) Case report A 78 year old woman was admitted to hospital for investigation and management of diarrhoea and muscle weakness. She had been having recurrent episodes of diarrhoea associated with the passage of blood and mucus, low grade fever, and a feeling of exhaustion for the past 15 years. Each episode lasted for 7 to 10 days, followed by a symptom free period of 2-3 months. She had never visited hospital and was treated symptomatically by general practitioners with antidiarrhoeal drugs. During the past 15 days, she had started having arthralgias that affected multiple joints and appreciable proximal muscle weakness of both lower and upper limbs. The patient was prescribed indomethacin (25 mg thrice daily) for arthralgia by her treating physician. She had lost about 4 kg of weight over the previous 2 weeks.
Case report A 78 year old woman was admitted to hospital for investigation and management of diarrhoea and muscle weakness. She had been having recurrent episodes of diarrhoea associated with the passage of blood and mucus, low grade fever, and a feeling of exhaustion for the past 15 years. Each episode lasted for 7 to 10 days, followed by a symptom free period of 2-3 months. She had never visited hospital and was treated symptomatically by general practitioners with antidiarrhoeal drugs. During the past 15 days, she had started having arthralgias that affected multiple joints and appreciable proximal muscle weakness of both lower and upper limbs. The patient was prescribed indomethacin (25 mg thrice daily) for arthralgia by her treating physician. She had lost about 4 kg of weight over the previous 2 weeks. Physical examination at the time of hospital admission showed moderate pallor and mild dehydration. The patient's pulse rate was 96 bpm and the volume was slightly decreased. Her blood pressure was 100/60 mm Hg. The small joints of the hands were tender to pressure and movement. Abdominal examination showed mild tenderness in the hypogastrium, and the patient's spleen was palpable 2 cm below the left costal margin and was firm in consistency. Neurological examination showed weakness of the proximal muscles of the lower and upper limbs and muscles of the trunk and flexors of the neck (grade 3/5). The (Fig 3) . Colonoscopy confirmed the presence of multiple ulcerations and pseudopolyps. Rectal biopsy specimen showed infiltration of the lamina propria by inflammatory cells severe mucodepletion, and cryptitis (Fig 4) . No granuloma formation or vasculitis was noted. A biopsy specimen from the left quadriceps muscle showed focal intermyseal infiltration by lymphocytes and occasional phagocytosis of degenera- tive muscle fibres (Fig 5) . No evidence of regenerative activity, vasculitis, or granuloma was seen. Electromyography of the right deltoid and right quadriceps muscles showed normal insertional activity. No spontaneous activity was observed. Motor unit potentials were small in amplitude and duration. The interference pattern was full, and 30-40% polyphasia was noted (Fig 6) . Myopathic motor unit potentials and significant polyphasia were consistent with the diagnosis of polymyositis.
Nerve conduction studies were normal. The patient's creatine phosphokinase activity was increased five fold (1010 U/1). Rheumatoid factor was positive, and antinuclear antibodies were negative.
COURSE AND MANAGEMENT
The patient was put on parenteral nutrition, oral prednisolone (40 mg once daily), and 5-acetylsalicylic acid (400 mg thrice daily). She also received 20 mg of prednisolone daily by enema and 3 units of blood. In addition, she was given ciprofloxacin (500 mg twice daily) for 7 days for urinary tract infection and ketoconazole (200 mg twice daily) for candidiasis. Her ulcerative colitis (Table) . Serum creatinine phosphokinase activity was raised and there was no evidence of vasculitis or granulomata on histology. In the absence of a history of sulphasalazine ingestion before the onset of myositis in two cases, one reported by Kaneoka et al and the second observed by us, the role of this drug in the pathogenesis of muscle disease is doubtful. In addition, it is evident from the case described by Bhigjee et al' that presence of active colitis is not essential for the progression of the muscle disease. The disease entity seems to affect both sexes and all ages since the condition has also been observed in a child.7 Regression of splenomegaly after steroid therapy in two patients ( Table) and the presence of autoantibodies in the present patient as well as that described by Kaneoka et aV' suggest a possible autoimmune link between ulcerative colitis and polymyositis.
In the somewhat unrelated case of a 19 year old man with ulcerative colitis and necrotising cerebral vasculitis observed by Nelson et al, '4 a biceps muscle biopsy specimen showed 'a few necrotic myofibres and mild perivascular inflammation'. Though not commented on by the authors, the presence of myositis with or without vasculitis remains a distinct possibility in their patient. Recognition of myositis as an extraintestinal manifestation of ulcerative colitis seems to be important for future documentation of this association.
